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A B S T R A C T

Background: Mental health care has recently been a priority health program in the Philippines as evident in the
present lobbying of the “Mental Health Act of 2016“. In spite of these developments, the existence and quality of
interprofessional collaboration among Filipino Mental Health Professionals remain unexamined.
Purpose: The aim of this paper is to assess the quality of IPC (IPCQ) and examine what variables affect it.
Method: Through a respondent-driven sampling, a survey research design was given to a group of Filipino
Mental Health Professionals. The survey asked the demographic profile and the perceptions on the quality of IPC
through the Collaborative Practice Assessment Tool-Revised (CPAT-R) which is a 21-item tool with 7-point
Likert scale and five factors: 1) patient/community-centered care, 2) collaborative communication, 3) inter-
professional conflict, 4) role clarification, and 5) environment.
Results/discussion: Findings revealed that 44 out of 51 (86.3%) participants experienced IPC in their practice;
they generally assessed their teams with good quality (Mdn=5.5). Despite having agreeable collaborative
communication (Mdn=6.3), teams have a subdued ability in interprofessional conflict (Mdn=4.5).
Conclusion: IPC is a concept that must be seen as not gender-biased, a strategy that should be implemented
deliberately with long-term goals, and a competency that develops in a non-linear progression. Having a pro-
fessional obligation to collaborate enhances agreeability towards IPC, while lack of role clarification within the
team reduces it.

1. Introduction

The increasing prevalence of mental health issues has been an
alarming phenomenon in the Philippines, yet conscious efforts to attend
to its debilitating effects have only commenced recently through the1

(2017, Republic Act 11036). Reported admissions due to mental health
issues had an increasing rate of 4.2%, 7.1%, and 14.0% in the years
1995, 2000, and 2010, respectively2; Senate and House of Re-
presentatives of the Philippines, 2016). Although having a law on
mental health is a positive first step, manpower in the mental health
sector remains scarce with only 0.38 psychiatrists, 0.13 general physi-
cians, 0.72 nurses, 0.22 p Philippines sychologists, 0.02 social workers,
0.02 occupational therapists, and 1.33 other health workers per
100,000 Filipinos (World Health Organization.3

The issue on human resources shortage is seen as a critical barrier in
achieving the health-related Millennium Developmental Goals but is

perceived to be resolved through interprofessional collaboration (IPC).4

According to Barr and Low5; IPC is an occurrence where a partnership
occurs between professions and/or between organizations with in-
dividuals, families, groups, and communities towards improved health
outcomes. Moreover, IPC is a result of a preceding innovative strategy
called interprofessional education (IPE), which is defined as an occur-
rence where two or more learners from different professions learn with,
from, and about each other in order to improve collaboration towards
achieving quality health and social care.5 IPE and IPC are two separate
occurrences and thus are defined separately. However, IPE and IPC are
conceptually interconnected in order to achieve the ultimate goal of
improved health outcomes.

In the Philippines, IPE-related research is limited to descriptive and
pilot studies that reveal how IPC, as a concept, is positively perceived
by Filipino health science students and professionals.6,7 In particular,
Filipino health science students who were immersed in a pilot
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community placement completed a self-administered questionnaire that
revealed how IPC can foster holistic care in serving the community and
create a unique learning experience for them.6 On the other hand,
findings from the survey among Filipino therapists revealed that team
meetings are considered as an avenue to foster two-way communica-
tion, report observations (from client), and report professional role (to
the team) that can lead to improving team efficiency and quality of
care.7 While both studies explained how IPC could be strategic in en-
suring better health care both in the community and among individuals,
the question on achieving quality care through IPC, especially in the
mental health setting, remains unexamined.

Although implementing IPC has been fairly adopted globally as a
result of the aggressive campaign instigated by the WHO, ensuring
quality of IPC is the next step that researchers, health professionals, and
service users need to consider. Factors affecting quality of IPC provided
by health care professionals include 1) years of practice, 2) practice
setting, 3) profession, 4) presence and quality of communication, and 5)
gender.7–11 Moreover, indicators for quality of care include 1) person-/
family-centered care, 2) improved quality of life, 3) satisfaction of care,
4) improved safety, 5) cost efficiency, 6) increase in accessibility, 7)
knowledge, 8) psychosocial sensitivity of physicians towards their pa-
tients, 9) presence of non-stigmatic consultation, and 10) com-
pliance.12–14 These factors and indicators play a vital role in the im-
plementation of IPC programs especially in Philippine mental health
settings.

As a novel strategy in health and social care, IPC could initially be
received negatively due to the following extraneous factors: time for
team meetings, traffic situations, public transportation, proximity,
conflicting personal and professional schedules, and monetary ex-
penses.7 In other words, IPC could result to more conflicting than col-
laborative outcomes amid the increasing number of patients, power
conflict between professionals, culture of seniority, and lack of training.
One important competency that will ensure team efficiency is conflict
resolution, an ability to resolve differences and disputes among team
members without creating hostility or defensiveness.15 Managing con-
flicts in health care teams is a key strategy in improving patient care
and enhanced patient safety as well as a strengthened IPC im-
plementation in health care practice.16 However, the emphasis on
hierarchical status as commonly seen in Asian societies is evident even
in the Philippine health care system causing conflicts, blurring of roles,
and inequality, which can consequently affect quality of patient
care.4,17,18

Knowing that IPC competencies are currently being developed
among health professionals and IPC programs are being implemented in
different health facilities and higher education institutions, assessment
tools have been created and revised to measure different outcomes and
constructs concerning IPC.4 Since the focus of this study is to measure
the perceptions among mental health professionals towards IPC (or
working collaboratively) as well as professionals’ work satisfaction, the
research team decided to use the Collaborative Practice Assessment
Tool-Revised (CPAT-R).19 The CPAT-R is a valid and reliable tool with
21 items (on a 7-point Likert scale) and five factors including 1) pa-
tient/community-centered care, 2) collaborative communication, 3)
interprofessional conflict, 4) role clarification, and 5) environment.
Moreover, it is emphasized by Tomizawa et al.19 and20 that team
member perceptions on the quality of IPC is best measured by the
professionals who are actively involved in the IPC experience.

With the use of the CPAT-R in the Philippines, this study explored
the perceptions of mental health professionals towards IPC quality,
build upon the existing local IPC-related research and knowledge, and
provide a baseline in developing a sustainable IPC program for im-
plementation in mental health facilities. In order to achieve these, the
following research objectives were formulated: 1) to identify the pre-
sence of IPC among Filipino mental health professionals (FMHP), 2) to
measure the quality of IPC (IPCQ) among FMHP, and (3) to identify the
relationships between IPCQ and relevant variables particularly gender

and interprofessional education experience (IPEx); professional factors
which include work setting, profession, and years of practice).

2. Method

2.1. Research design

This study utilized a quantitative, descriptive, survey research de-
sign. A web-based and self-administered two-part questionnaire was
used to obtain the demographic and professional information among
the participants while the quality of IPC was measured using the CPAT-
R.19 The research design enabled the establishment of baseline data on
the quality of IPC among FMHP.

2.2. Ethical consideration

This study was approved for ethical clearance with a reference
number 036 last 08 November 2017 by the Angeles University
Foundation Center for Research and Development Higher Education
Research Regional Center (AUF-CRD HERRC). Ethical considerations
including confidentiality, anonymity, voluntary participation, informed
consent, solutions towards aversive situations, minimizing risks, and
benefits on research participation were explicitly explained to all par-
ticipants through the informed consent form (ICF). Moreover, the re-
search protocol was conducted in adherence to the Declaration of
Helsinki by the World Medical Association.21

2.3. Sampling procedure and sample

A respondent-driven sampling (RDS) method was utilized to recruit
participants.22 Due to a small number of mental health professionals,
the RDS, as a time-saving and cost-effective method, is also advanta-
geous in contacting hidden and hard-to-reach populations through
various means. A web-based survey was created through Google Forms
(a free application) and was consequently disseminated to 15 mental
health institutions and 7 professional organizations in the Philippines.

Inclusion criteria for participants included: (1) licensed and certified
health professionals; (2) employed in a mental health institution in the
Philippines, and 3) with at least 6 months of working experience in any
mental health practice setting indicating a professional's ability to re-
cognize issues within the workplace.23 A potential participant was ex-
cluded if, he/she: 1) acts only as an expert consultant in the facility (not
a clinician), and 2) is not licensed under the Professional Regulation
Commission.

2.4. Instrumentation

The CPAT-R is a valid, reliable, and reproducible tool intended to be
used internationally for professionals working in mental health.19 It has
a 7-point Likert scale with a total of 21 items with five factors namely 1)
patient/community-centered care, 2) collaborative communication, 3)
interprofessional conflict, 4) role clarification, and 5) environment. The
CPAT-R was derived from the original CPAT with 56 items covering
nine domains.20 The CPAT-R was chosen over the CPAT for this study
mainly because the latter showed bias by not expressing characteristics
of patients with severe mental illness and multi-cultural considera-
tions.19

In terms of psychometric properties, the CPAT-R possesses construct
validity with the five factors identified (variance=73.0%). Moreover,
internal consistency revealed Cronbach's alpha coefficients for each of
the five factors (CPAT-R, English version)= 0.91, 0.84, 0.83, 0.85, and
0.75, with no factor having a Cronbach's alpha ≤0.7. The relatively
high overall internal consistency, reliability and reproducibility, ade-
quate face validity, and reasonable construct validity of the CPAT-R in
the United States of America and Japan indicate that it could be used in
other countries like the Philippines.19
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2.5. Data collection and analyses

Upon ethical clearance, the research team sent letters to different
mental health institutions and professional associations that employ or
have connections with FMHP. These organizations were contacted via
phone call and electronic mail which included a formal letter of per-
mission, poster for recruitment, uniform resource locator (URL) for the
web-based survey, and ICF (placed at the very beginning of the survey).
The URL was also posted in the official Facebook page of the research
group and was sent via private messaging to prospective participants in
adherence to the RDS method.

The web-based survey had two parts: 1) demographic professional
profile of participants (i.e., e-mail address, pseudonym, gender, work
settings, region, profession, years of practice in the mental health set-
ting, IPEx, and IPC; and 2) CPAT-R in the English language. The survey
contained ethical considerations such that any participant could with-
draw freely from the study at any time and that the data obtained
would be treated with confidentiality and would eventually be deleted
and destroyed at least three years after publication.

Each participant was given 60 days to complete the web-based
survey. To ensure recruitment, follow-up electronic mails were sent
every two weeks after the commencement of the recruitment protocol.
Each survey response was given a designated code (first three letters of
the participant's first name and the last three letters of his/her last
name) by one of the researchers to ensure blinding and anonymity.

Only four out of 15 mental health institutions and one of the seven
professional organizations responded to participate. All survey re-
sponses were automatically encoded in an electronic spreadsheet which
was transferred into a new database file using Microsoft (R) Excel for
Windows version 2013 (15.0.5023.1000), which is installed in a pass-
word-protected computer.

Furthermore, the statistical software used was the IBM SPSS
Statistics for Windows version 20. All p-values of equal to or less than
0.05 were interpreted to have statistical significance. Descriptive sta-
tistics such as frequency analyses and percentage distributions were
performed to describe the quantitative and categorical data obtained
from the survey (i.e., gender, work settings, region, profession, years in
practice, IPEx, and IPC). Responses on each item in the CPAT-R were
“strongly agree,” “mostly agree,” “somewhat agree,” “neither,”
“somewhat disagree,” “mostly disagree,” or “strongly disagree,” and
were assigned numerical values of 7, 6, 5, 4, 3, 2, and 1, respectively.
However, for items number 11, 12, 13, and 14, reverse coding was
applied since these items connote negative statements.

Due to non-normal distribution of the data (based on the Shapiro-
Wilk test), nonparametric statistic tests were utilized yielding a sum-
mary of medians (Mdn) and interquartile range (IQR) on the overall
scores from the 21-item CPAT-R. The Mdn and IQR were used for more
accuracy in measuring a non-normally distributed data set with one
identified outlier. A lower IQR connotes lesser variability among the
data. The overall quality of IPC was coined as the IPC Index or IPCQ.
Each factor in the CPAT-R was also assigned a median score that could
provide a baseline assessment as to what domain(s) in IPC practice was
the strongest or weakest among the FMHP. Furthermore, the Mann
Whitney-U test was used to compare the relationship between IPCQ and
demographic variables (gender and IPEx), while the Kruskal-Wallis test
was used to compare the relationship between IPCQ and professional
variables (work setting, profession, and years of experience).

3. Results

A total of 51 participants responded to the web-based survey based
on CPAT-R. Findings of this study will be discussed starting with the
demographic profile of the participants, IPC experience, quality of IPC
based on the CPAT-R, and the comparisons between quality of IPC and
relevant variables.

3.1. Demographics

Among the 51 participants, there were 33 females and 18 males who
belonged to nine professional backgrounds including licensed psycho-
metricians (Philippine Psychology Act of 2009 or Republic Act 10029)
(21.6%), occupational therapists (19.6%), counselors (15.7%), nurses
(13.7%), psychiatrists and a resident psychiatrist (13.7%), psycholo-
gists (7.8%), social workers (3.9%), special educator (n= 2.0%), and a
general physician (2.0%). Most were employed in public or government
facilities (58.8%), while the others were employed in private facilities
(37.3%) and non-government agencies (2.0%). In terms of working
experience, majority were considered junior mental health profes-
sionals because they have been practicing in mental health for one to
three years (37.3%), followed by those considered as senior practi-
tioners who have been practicing for seven or more years (33.3%);
some have been practicing for less than a year (19.6%) and four to six
years (9.8%).

3.2. IPC and IPC Experiences among Filipino Mental Health Professionals

In Table 1, 86.3% of all the participants in this study claimed that
they are working as a team in their respective work settings. On the
other hand, 74.5% claimed that they had prior experience in IPE pos-
sibly from their formal education or continuing professional develop-
ment trainings. These findings indicate that collaborating as a team
(IPC) is a vital part of working as a mental health professional and most
mental health professionals are aware that learning with, from, and
about other professionals (IPE) is part of their continuing education.

3.3. Quality of interprofessional collaboration

Using the CPAT-R19 as the main tool in measuring the quality of IPC
for this study, findings revealed that among the 44 participants who
claimed that they work within mental health care teams, the overall
quality of their IPC practice is leaning towards agreeability based on the
5.5 (Mdn) IPC Index (see Table 2). Among the 21 items, Items 2
(Mdn=7.0, strongly agree) and 7 (Mdn=6.5, mostly agree) garnered

Table 1
Descriptive statistics on the demographic and professional variables of the
participants.

Demographic variables IPC (n= 51) IPE experience (n= 51)

Yes (44) No (7) Yes (38) No (13)

Gender f % f % f % f %
Female 28 54.9 5 9.8 25 49.0 9 17.6
Male 16 31.4 2 3.9 13 25.5 4 7.8

Profession
Nurse 7 13.7 0 0 5 9.8 2 3.9
Physician 1 2.0 0 0 1 2.0 0 0
Psychologist 4 7.8 0 0 2 3.9 2 3.9
Occupational therapist 7 13.7 3 5.9 8 15.7 2 3.9
Psychiatrist 4 7.8 2 3.9 5 9.8 1 2.0
Social worker 2 3.9 0 0 1 2.0 1 2.0
Psychometrician 10 19.6 1 2.0 8 15.7 3 5.9
Resident psychiatrist 1 2.0 0 0 0 0 1 2.0
Special educator 1 2.0 0 0 0 0 1 2.0
Counselors 7 13.7 1 2.0 8 15.7 0 0

Workplace
Private 17 33.3 2 3.9 17 33.3 2 3.9
Public 26 51.0 4 7.8 20 39.2 10 19.6
NGO 1 2.0 1 2.0 1 2.0 1 2.0

Years of practice
< 1 one year 8 15.7 2 3.9 6 11.8 4 7.8
1–3 years 17 33.3 2 3.9 13 25.5 6 11.8
4–6 years 3 5.9 2 3.9 4 7.8 1 2.0
7 or more years 16 31.4 1 2.0 15 29.4 2 3.9

Note: n= population; f= frequency.
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the highest scores. This finding suggests that FMHP generally agree that
(Item 2) sharing relevant health care plans and information with their
clients and (Item 7) respecting each other are important considerations
when working collaboratively towards improved mental health care.
Items 12 and 14 garnered the lowest scores (i.e., between 3.0 and 4.0 or
“neither” and “somewhat disagree”, respectively). For Item 12
(Mdn=3.0, neither), participants perceived that team problems and
issues may be solved either only by someone with a higher position or
by anyone from the team. Moreover, Item 14 (Mdn=4.0) implies that
the participants somewhat feel autonomous in providing care within
their expertise and specialization. However, it is worth noting that aside
from Items 12 and 14, two more reversely scored items, Items 11 and 13
may possibly shed light on how participants somewhat agreed that
conflicts among team members are ignored and avoided. For instance,
they considered their team leaders to be out of touch with their con-
cerns and perceptions.

The five factors in the CPAT-R were also given median scores (see
Table 3), which revealed that the “collaborative communication” factor
received the highest score (Mdn=6.3), while the “interprofessional
conflict” factor (Mdn=4.5) received the lowest score. Both factors are
still classified within the agreeability spectrum. However, it is observed
that although ideally both these factors should coincide, the “colla-
borative communication” factor and “interprofessional conflict” factor
received the highest and lowest scores, respectively.

3.4. Relationship between the quality of interprofessional collaboration and
relevant demographic and professional variables

The Mann-Whitney U statistical test revealed that there was a

significant difference in quality of IPC between males and females
(U=121.0, p= 0.01). On the other hand, there was no significant
difference in the quality of IPC between participants with IPEx and
those without (U=148.5, p= 0.80). Table 4 shows that male mental
health professionals from the study show more agreeability when it
comes to quality of working within teams (IPCQ) and that having IPE
experience had no effect on the quality of IPC.

This study also examined the relationship between IPCQ and pro-
fessional variables (i.e., work setting, profession, and years of practice)
as shown in Table 5. Using the Kruskal-Wallis test, none of the variables
(work setting, p= 0.72; profession, p=0.55; years of practice,
p= 0.15) had an effect on IPC.

Figs. 1 and 2 represent the median scores of the overall average
CPAT-R score (y-axis). Fig. 1 aims to show the median scores across
professions from lowest to highest score, while Fig. 2 aims to show how
the median scores change across the years of professional practice. The
medians revealed that those with the highest agreeability towards fa-
cilitating quality IPC at work are those who work as psychologists
(Mdn=6.2) and those who have been working for 7 or more years in
the mental health setting (Mdn=5.9). In contrary, social workers and
those who have been working for 1–3 years in mental health practice
scored the lowest among groups. Interestingly, Fig. 2 shows a slight dip
in between “less than 1 year” (Mdn=5.5) and “4–6 years” (Mdn=5.6)
since those who have worked for “1–3 years” garnered a median score
of 5.3. This finding suggests that professional development especially in
acquiring IPC competencies may not always have to be linear and
perfectly progressive.

Table 2
Medians per item in the CPAT-R describing the quality of IPC among participants (n= 44).

Items Mdn IQR

1. The patient's/client's family and supports are included in care planning, at the patient's request. 6.0 2.0
2. Information relevant to health care planning is shared with the patient/client in such a way that is understandable. 7.0 1.0
3. Patients/clients concerns are addressed effectively through regular team meetings and discussions. 6.0 1.0
4. Our team has established partnerships with the community organizations to support better services agencies. 5.5 2.0
5. Our team has a process to optimize the coordination of patient/client care with community service agencies. 6.0 2.0
6. Team members meet face-to-face with patients/clients cared for by the team. 6.0 2.0
7. Our team's level of respect for each other enhances our ability to work together. 6.5 1.0
8. When team members disagree, all points of view are considered before deciding on a solution. 6.0 2.0
9. Team members use respectful language during any interprofessional conflict. 6.0 1.0
10. Team members care about one another's personal well-being. 6.0 1.0
11. Disagreements among team members are ignored or avoided. 5.0 3.0
12. In our team, there are problems that regularly need to be solved by someone higher up. 3.0 2.0
13. Our team leader is out of touch with team members' concern and perceptions. 5.0 3.0
14. Team members feel limited in the degree of autonomy in patient/client care that they can assume. 4.0 3.0
15. Team members recognize each other's strengths and limitations in skills, knowledge and abilities. 6.0 2.0
16. Team members acknowledge the aspects of care where members of my profession have more skills and expertise. 6.0 2.0
17. It is clear who is responsible for aspects of the patient/client care plan. 6.0 2.0
18. Patient/client care plans and treatment goals incorporate best practice guidelines from multiple professions. 6.0 2.0
19. Our team's mission and goals are supported by sufficient time. 5.5 1.0
20. Our organization has enough shared space (meeting rooms, break rooms, staff rooms, etc.) to work together effectively as a team. 5.0 3.0
21. There is support from the organization (affiliated departments, hospitals, etc.) for teamwork. 6.0 1.0

IPC Index 5.5 0.8

Note: IQR= interquartile range.

Table 3
Medians for the five factors in the CPAT-R (n= 44).

Five factors of CPAT-R Mdn IQR

1. Patient/Community centered care (Items 1–6) 5.9 1.1
2. Collaborative communication (Items 7–10) 6.3 1.3
3. Interprofessional conflict (Items 11–14) 4.5 2.0
4. Role clarification (Items 15–18) 6.0 1.2
5. Environment (Items 19–21) 5.3 1.6

Note: IQR= interquartile range.

Table 4
Comparison of the IPCQ and Demographic Variables (n= 44).

Mdn IQR p-ValueM

Gender 2.0 0.01*
Male (n=16) 5.9 0.9
Female (n=28) 5.3 0.8
IPEx 0.8
With experience 5.5 1.1
Without experience 5.6 0.6

Note: IQR= interquartile range; M=Mann-Whitney U Test; *Significant up to
p≤ 0.05.
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4. Discussion

This survey study provides a baseline assessment regarding the
presence of IPC among FMHP, the quality of IPC among FMHP within
their respective workplaces, and the relationship between quality of IPC
and relevant variables intrinsic to participants’ personal and profes-
sional backgrounds.

4.1. Presence of IPC in philippine mental health practice

Despite the small sample size (n= 51), the team was able to collect
responses from participants coming from nine different professions. The
small sample size of the study could possibly be due to the relative
shortage of mental health professionals in the Philippines.3 Aside from
the shortage, the stigma on mental illness is widespread in the country
compelling licensed professionals to choose other health fields. Like-
wise, the shortage and vacancies for health workers in mental health
institutions and facilities could not be readily occupied due to the
constant diaspora of Filipino health professionals for “greener pastures”

abroad.24 Similarly, there was a low response rate due to time con-
straints, further ethical process requested by facilities, and issues on
losing participants in spite of follow-up.

The majority of the participants claimed that they have worked as a
team in their respective workplaces and have experienced IPE which
could be from any of the following opportunities including formal un-
dergraduate education, clinical training or continuing professional de-
velopment trainings.7 At this point, however, there is an uncertainty
about the manner of IPE provision: the teaching-learning strategies
utilized to facilitate the IPE experience; and the implementation of IPC
in their workplaces—since it was outside the scope of this study to
examine these variables qualitatively.

With the call for action towards IPE and IPC among health profes-
sionals around the world, IPE and IPC have become a popular and
valuable set of concepts to be considered in health professions educa-
tion and health care provision.4 The fascination on the novelty of IPE
and IPC as concepts have led many countries, including the Philippines,
to bring IPE and IPC in their local institutions to do further research,
academic discourse, trainings, and educational programs.6,7,25,26 In
spite of the proliferation of IPE and IPC programs around the world,
these strategies towards better health care and addressing manpower
shortage in health care constantly face challenges in terms of theory-to-
practice translation.4,5 The application of IPE and IPC concepts could be
difficult due to novelty, inconvenience, economic implications, and
other extraneous factors such as time, environment, personality dif-
ferences, communication issues, and the hegemony of the medical
profession.4,27 Findings in this study showed how the participants
generally appreciate, theoretically comprehend, and positively perceive
IPC, which indicate that their competencies on IPE could be classified at
the lower levels of learning across the cognitive, psychomotor, and
affective domains.28–30 The current challenge is to reach the level of
applying and implementing IPC competencies (higher order thinking
skills) in actual health care delivery through comprehensive IPE pro-
grams given by trained facilitators with intentional outcomes.

4.2. Quality of IPC among Filipino Mental Health Professionals

The CPAT-R determined that the participants from this study had a
relatively agreeable (Mdn=5.5) perception towards having IPCQ
within their teams. The IPCQ among FMHP was further elucidated by

Table 5
Comparison of the IPCQ and professional variables (n= 44).

Mdn IQR p-ValueKW

Work Settings 1.0 0.72
Public (n=26) 5.4 0.7
Private (n=17) 5.9 1.4
Profession 3.0 0.55
OT (n= 7) 5.4 1.0
Psychometrician (n= 10) 5.4 1.0
Psychiatrist (n= 4) 5.4 0.9
Psychologist (n=4) 6.2 1.2
Social Worker (n=2) 4.8 –
Nurse (n= 7) 5.6 0.8
Counselor (n= 7) 5.9 1.2
Years of Practice 3.0 0.15
Less than one year (n= 8) 5.5 1.0
1–3 years (n= 17) 5.3 0.9
4–6 years (n= 3) 5.6 –
7 or more years (n=16) 5.9 1.0

Note: KW: Kruskal-Wallis test; IQR: interquartile range; *Significant up to
p≤ 0.05.

Fig. 1. Comparison of median scores among different professionals based on the CPAT-R over-all score (lowest to highest).
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looking at the items with the highest and lowest agreeability scores.

4.2.1. Highest agreeability scores
The item analyses revealed that FMHP relatively agree to share

relevant information about their treatment plans and goals with their
patients (Item 2, Mdn=7.0) and team members (Item 18, Mdn=6.0).
The relative appreciation towards sharing and collaborating among the
cohort from this study is supported by previous local studies which
described how health science students in a community placement ap-
preciated learning about IPC and how Filipino therapists perceived
team meetings in improving teamwork and quality of care.6,7 Moreover,
the cohort agreed that respecting each other enhances effective team-
work in their workplaces. Respecting each other is a core competence
and ethical principle being emphasized in formal education and
training among Filipino health professionals. The competency in re-
specting other professionals has been developed from formal instruc-
tion and adherence to ethical guidelines specifically on the principles of
equality (respect for differences) and non-maleficence (avoiding con-
flict and harm) (Philippine Academy of Occupational Therapists.31

4.2.2. Lowest agreeability scores
Item 12 received the lowest median score suggesting that the FMHP

in this study were neutral on whether problems regularly needed to be
solved by someone higher up. Accordingly, it could mean that the team
can most often solve their own problems which is positive. The neu-
trality among the participants on this item could indicate that either no
established protocol exists in managing conflicts or the protocol on
managing conflicts is only practiced in selective institutions. It is also
inevitable to manage conflicts within teams without considering time,
personal and professional priorities, and budget,20 otherwise conflict
resolution would be difficult to achieve especially in larger teams caring
for numerous clients. Item 14 explains about the professional autonomy
of the health professional in care provision, which also received one of
the lowest scores from the sample. This finding could mean that some
FMHP within the cohort work within a medical-oriented facility where
the final decision on care management is determined by the medical
doctor. This is a reality that exposes health professionals to inequality
and blurring of roles among professions.18

Items 11 and 13 also showed interesting findings shedding light on
the relative agreement of the participants about the attitude of ignoring

and avoiding conflicts among team members (Item 11) and the aloof-
ness of the team leader in their respective workplaces regarding their
concerns and perceptions (Item 13). This finding could be associated
with the score disparity between “collaborative communication” factor
(Mdn=6.3, highest) and the “interprofessional conflict” (Mdn=4.5,
lowest). In accordance to the IPE and IPC principles posited by the
WHO4; collaborative communication is a strategy that could resolve
interprofessional conflict, hence these two factors must ideally coin-
cide. The disparity could possibly be due to the failure to translate IPC
principles into practice especially when the mental health care team
faces problems and issues relating to patient care. Although conflict
resolution is a competency within IPC that is expected among health
professionals,15 the culture in the Philippines, especially when com-
municating with someone possessing a higher position, could be lim-
iting and frustrating. For instance, there is an unspoken rule where
professionals must prefer to avoid confrontations rather than resolving
the issues head on because of the fear of being dismissed, bullied, or
causing emotional discomfort in the workplace.17

4.3. Relationship of relevant demographic factors to IPCQ

4.3.1. Role of gender in IPC
Findings from this study revealed how male mental health profes-

sionals showed more agreeability when it comes to IPCQ compared to
females. Although no generalization could be made regarding which
gender performs better in IPC, this is an interesting finding that IPE and
IPC are not necessarily female-oriented but must be seen as a concept
without gender bias.32,33 At present, female health care professionals
are becoming more vocal about their underrepresentation and lack of
opportunities in leadership positions especially with the rise of femin-
istic and liberal philosophies.34 Unfortunately, the roles of male health
professionals are relatively portrayed as being dominant, more privi-
leged, and more focused on earning rather than caring.35 While recent
evidence strongly suggests that placing women in teams leads to better
team collaboration due to their contribution towards the pragmatics of
the group process,36 it is rather important not to discount the fact that
in a patriarchal, Christianized society like the Philippines perceives
males as leaders who can bring teams to work together wherever they
are placed.37 Although we recognize that the concepts of teamwork,
caring, and serving are usually inclined towards females, we argue that

Fig. 2. Comparison of median scores across years of professional practice based on the CPAT-R overall score.
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these concepts could be applied in care services equally by females and
males.

4.3.2. IPE experience among FMHP
This study also showed that IPE experience has no significant effect

on the IPCQ among participants. Although the lack of significant dif-
ference could be due to the homogeneity of the cohort as well as the
small sample size, it could also pose questions on the participants’ IPE
experience: Was it provided by trained facilitators? Was it provided
from an outcomes-based educational perspective? Was intentional
evaluation given? Theoretically, IPE precedes IPC to achieve improved
health outcomes,4 but the findings in this study on the relationship
between IPEX and IPCQ strengthen the demand to enact evidence-based
and concrete recommendations in developing community-engaged
IPE38 and formal IPE training courses7,26 for Filipino health profes-
sionals.

4.3.3. FMHP's perspectives on IPCQ
The median rankings showed that psychologists ranked the highest

while social workers ranked the lowest in terms of IPCQ. Although all
the professions perceived to agree in ensuring IPCQ in their workplaces,
psychologists are considered to have a legal status in providing mental
health services in the Philippines alongside social workers, guidance
and counseling practitioners, and medical professionals (psychiatrists,
medical practitioners, occupational therapists).39 Moreover, psycholo-
gists have long been engaged in IPC since they are expected to delib-
erately include the expertise and contributions of both health care (i.e.,
nurses, physicians, clinicians) and social care (i.e., social workers,
special educators, attorneys) professionals during their consultations.40

Working with both health and social care professionals makes it ad-
vantageous for psychologists to experience IPC with more professionals
since they could be considered as direct links between the clients and
professionals from the health care, social care, and community systems.
Social workers are equally important professionals in mental health
care. However, social workers usually face the challenge of clarifying
their roles within interprofessional teams because of the wide range of
services they could offer.41 Especially those who are new in the pro-
fession, social workers’ professional identity could be weakened within
interprofessional teams due to ongoing debates concerning which fra-
meworks, models, and paradigms to utilize in this setting at this point in
time.41 For instance, in the Philippines, social workers employed in
health care settings may find it challenging to maximize collaboration
since it is not common for them to go out of the hospital to coordinate
with community workers who will receive discharged patients.

4.3.4. Years of practice and IPCQ
The results of this study revealed that the relationship between the

years of practice and the quality of IPC is not linear and perfectly
progressive.Makino and associates42 explained that lesser exposure to
the realities of the healthcare system and team collaboration yields
more positive attitudes towards IPC and vice-versa. As years go by, the
health professional begins to become more exposed to the realities of
professional hierarchies, complexities of communication and colla-
boration, increasing workloads, and scheduling constraints.7,18 This
exposure entails stress due to their lack of experience and adaptability
in solving real problems in the workplace.7 Based on this study, going
past the third year of continuous practice enables the health profes-
sional to be more equipped and competent in resolving conflict, thereby
developing a renewed (or more positive) attitude towards IPC. As il-
lustrated in Fig. 2, IPC perception usually starts positively since entry-
level professionals bring with them an idyllic view on the health care
system. As they immerse within the system, realities are exposed,
challenges are resolved, and professional growth begins. This occur-
rence is coined by the researchers as the “perceptual dip” connoting a
critical season in professional growth-a concept that could challenge
the traditional and progressive manner of how attitudes are learned and

developed. Later in professional practice, the perception towards IPC
becomes more stable towards the positive direction as the professional
becomes more mature in his/her career. The study of Sy7 also exhibited
a similar “perceptual dip” towards IPC among Filipino occupational
therapists, physical therapists, and speech-language pathologists which
may hypothesize that even among FMHPs, it could have been necessary
to experience this critical season towards IPC in order to improve
teamwork and achieve professional growth.

4.4. Scope and limitations

This study provided baseline data describing the presence of IPE,
presence of IPC, and quality of IPC among FMHP working in the
Philippines through a perceptual survey. Selected variables were also
identified to describe the participants’ personal (i.e., gender, experi-
ences in IPE and IPC) and professional profiles (i.e., work setting,
profession, and years of practice). A study limitation includes the small
sample size due to failed responses in spite of several follow-up at-
tempts through various means of communication (i.e., snail mails,
electronic mails, phone calls, and private messaging in social media).
The researchers relied on the online contact databases for professional
associations and institutions, several of which contact information were
not updated. Thus, the results from this study may only provide base-
line and not a conclusive set of data. Also, only quantitative data were
collected in this study, limiting qualitative analyses which could have
provided a more in-depth and critical elucidation about the quality of
IPC among FMHPs.

5. Conclusion

The increasing awareness of Filipinos towards mental health in re-
cent years demands an increase of manpower for mental health pro-
fessionals and the improvement of their services. This study does not
intend to generalize, but basically determined that majority of its par-
ticipants work as a team in their workplaces and have had the experi-
ence of learning with, about, and from other professions towards im-
proving health outcomes.

Moreover, this study posits how IPC, as a concept and competency,
is not gender-biased which means that IPC must be learned and pos-
sessed by both male and female health professionals. IPE experience
was clarified to be a multifaceted educational occurrence requiring an
outcomes-based curriculum, facilitation from trained IPE experts, and
intentional evaluation in order to have a direct effect on IPC. Hence, a
short-term, implicit, and a non-deliberate experience of IPE could have
no effect to IPC. It is also worth noting that all nine professions showed
relative agreeability when it comes to ensuring quality in IPC within
their workplaces. Psychologists received the highest agreeability score
in IPCQ possibly due to their professional obligation to serve as a link
between clients and both health and social care professionals, while
social workers received the lowest agreeability score in IPCQ possibly
due to a lack of role clarification and identity because of the uniqueness
and wide-range of services they offer. Medical social workers, in par-
ticular, are limited to work within hospital premises in spite of the need
for them to help reintegrate discharged mental health patients back to
the communities. Our findings posit that developing IPC competencies
is not linear and perfectly progressive, meaning that a “perceptual dip”
towards IPC is a natural learning occurrence in order to achieve
teamwork and professional growth.

In terms of quality in IPC among mental health care teams, the
cohort from this study provides support that FMHPs agree to share
information on treatment plans and goals with their patients and team
members. These competencies are performed out of respect and a re-
lative willingness to improve teamwork and health care services.
Moreover, the sample reveals that interprofessional conflicts usually
arise and regular team meetings could potentially address disagree-
ments, problems, confusion, and role delineation. Managing conflict is
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thus seen as a valuable competency for twenty-first century health care
professionals and may necessitate continuous IPE and IPC training both
in formalized learning and continuing professional education.

The cohort from this study revealed the presence of IPC in mental
health care practice with moderate quality. Quality in IPC could be
improved in the following aspects: conflict management competency,
awareness of professional obligation to collaborate, clarification of
roles, and assertion of professional identity within teams.

6. Recommendations

The presence of IPC among the small sample of FMHP in this study
is an indicator of the efforts being done towards improving healthcare
service delivery. Future research directions should focus on addressing
the factors that affects quality of collaboration such as inefficient con-
flict resolution. In-depth review and intervention studies on the power
struggle in the organizational hierarchy and gender roles can be per-
formed in the mental health workplace. It is also recommended that IPE
trainings be provided both in universities and health care facilities led
by qualified IPE trainers to ensure a more deliberate upskilling of IPC
competencies among FMHP.
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